
October, 1905.] Rhinologyv and Otology. o i l

when, in fact, the main symptom might be merely a continuous and
profuse discharge unaccompanied by any of the more obvious
indications of mastoid disease.

About 20 per cent, of the patients admitted to the Monsall
Fever Hospital, Manchester suffering from scarlet fever had one or
both ears affected by suppurative inflammation. From a careful
observation of these cases and from the results of operative
experience Mr. Gordon found himself dissatisfied with the antrec-
tomy which he had previously performed and as a consequence
advocated the performance of a radical mastoid operation in these
acute cases. Of 18 cases operated upon in this way 16 were com-
pletely cured, in one the operation was a failure, and in one the
operation was followed by a fatal result. Any dogmatic inference
from so few cases treated in this way is, as Mr. Gordon pointed
out, of course impossible; but the various discussions appear to
indicate that there is an increasing leaning on the part of aural
surgeons to earlier surgical interference than has hitherto been
customary, on the grounds that by so acting chronicity is avoided,
the risks of complications due to septic involvement of the tem-
poral bone are minimised, whilst the chances of preserving the
integrity of the ear as an organ of special sense are greatly
increased. - li
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SOME EXPERIENCES OF THE OPERATIVE TREATMENT OF
THE MIDDLE EAR COMPLICATIONS OF THE EXANTHE- I
MATA.1 j

BY A. K. GORDON, M.B., B.C.CANTAB., \

Medical Superintendent Monsall Fever Hospital; Lecturer on Infectious Diseases, ;|
University of Manchester. \'!l\

I FEEL that I ought to apologise in the first place for submitting \
to a meeting of the Otological Society a record of personal experi- )
ence, rather than the more usual scientific details of cases and ;
references to authorities. I have, however, adopted this course i
deliberately, as I believe that it may facilitate subsequent dis- ;',
eu.ssion—which is, after all, the more valuable part of a com- $V

I propose to deal with the middle-ear complications of scarlet ;i ||f

Communicated to the Otological Society of the United Kingdom, June 3, 1905. ^ ' ' ' . - • { >
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fever, and to suggest measures, administrative and clinical, for
their more adequate treatment in the acute stage.

Let us first examine the conditions as they exist at the present
time. In Manchester about 2000 cases of scarlet fever are
annually notified to the Medical Officer of Health, of which about
1800 are removed to Monsall Hospital. Of these, 394, or about 20
per cent., suffer from discharge from one or, more commonly, both
ears. In London about 12,000 are admitted to the hospitals of
the Metropolitan Asylums Board, of which 1700 have otorrhcea.
I do not propose to treat of cases that are isolated in their own
homes, as it is not possible to obtain accurate information about
them.

Speaking of isolation hospitals generally, some of these chil-
dren with otorrhoea are therein cured completely, some are only
apparently cured (and to this point I shall return presently),
while others leave hospital after a stay of anything from eight
weeks to six months with a purulent discharge from one or both
ears. They are advised to consult an otologist or attend his
clinique without delay, but this advice is in practice but seldom
followed.

Now, it is evident from the answers which I have received in
reply to a circular addressed to members of this Society and
others that otologists do not as a rule have the opportunity of
seeing cases of scarlatinal otorrhoea in the acute stage—at all
events, in hospital practice. It is also apparent that a very large
proportion of the cases that are ultimately operated upon by them
for suppuration within the temporal bone, or its results, have
originated in an uncured scarlatinal otorrhcea. Personally, I
should put the proportion here as high as three fourths, though
the general opinion seems to be a little short of that—about one
half or two thirds. Even if a child with an otorrhoea escapes
intra-cranial mischief, he often becomes deaf or stupid, but I need
not enlarge on this here except to point out how extensive is the
mischief which may result. We have, for the reason that I have
just mentioned, good work and literature in plenty about the
results, but very little about the cause.

Speaking again quite broadly of isolation hospitals in general,
I am sorry to say that the amount of observation and treatment
that these cases get in the acute stage is quite inadequate. What
happens, as a rule, is that when discharge from the ear is noticed
—for there is in scarlet fever seldom any preliminary pain the
ear is ordered to be syringed by the nurse with some lotion or
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other, perhaps most commonly boracic acid solution, without any
preliminary inspection of the drum. If the ear does not " dry up ' '
soon, the lotion is changed, again without inspection of the affected
part , and, if after perhaps one or more fur ther changes of lotion a
" c u r e " is not effected, the pat ient is discharged, the period of
detention depending upon the Medical Super in tendent ' s views of
the infeetiousness of ear discharges ra the r t han on the site and
extent of the disease in the par t icular pat ient . I t is seldom, for
instance, t ha t any change is made in the method of applying the
lotion, though I certainly believe t h a t in the hands of some nurses
it is doubtful whether the fluid from the syringe ever reaches the
tympanum at all.

I need not here enlarge on the appearances of the membrane
and tympanic cavity in the acute and sub-acute s tages. Usually
very rapid destruction of membrane results, and the tympanum
is seen to be full of granulat ion tissue and pus, which can often be
seen to come from the region of the at t ic . Sometimes, however,
the perforation is small, and subsequently the tympanum is seen to
contain ha rd masses of dried secretion. An impor tant point, how-
ever, is tha t from the first t he discharge is in the large majority
of cases profuse, and it seems scarcely possible tha t it could all
come from the tympanum. Moreover, even where there is a
free exit from the tympanum external ly, it soon becomes foetid. f
Obvious external signs of implication of the mastoid region are, 1
however, rare in scarlet fever. I th ink it is clear t h a t in |
scarlet fever there is, as a rule, infection of the mastoid an t rum a t v,|
idl events, and possibly of the cells too, from the first. In many ,' I
cases there must be early necrosis of bone in this region. t

In many cases of scarlet fever t h a t die of general toxa?mia or of " I
early septicaemia from absorpt ion from sloughing inflammation of I
the fauces, one finds pus in the mastoid ant rum, and occasionally j;
slight necrosis of bone there . But this evidence is inconclusive i
where there has been otorrhoea. s <

A case tha t occurred in my own practice quite recently is
interesting in this connection. On the ninth day of a moderately
severe a t tack of scarlet fever a small child, aged two, had an ;
attack of pyrexia , for which there were no obvious "clinical signs 1
until the twelfth day, when the nurse repor ted a slight twitching , j:

of the r igh t facial n e r v e ; there were no local mastoid signs, and \4:
there was no otorrhoea. I found the membrane much injected, J;
and incised it freely, but there was no pus seen. The facial jjf;
twitching disappeared, but the pyrexia persisted, and it was ||J]

Mi
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thought to be explained by some ill-defined signs at the apex of
the right lung. On the eighteenth day of disease the child
died, and I made a post-mortem examination within seven hours of
death. I found the right antrum and mastoid cells one mass of
carious bone and intensely fetid pus. With this there were no
tympanic signs whatever; nothing except a little congestion was
found to account for the pulmonary signs. I think it possible that
suppuration within the mastoid process, without any local signs
clinically, may be the cause of the septicaemia from which many
patients with scarlet fever suffer in the acute stage.1

I have said that in a fair number of cases the cure of the
otorrhcea is only apparent. Though the ear may have been dry
for a week before the discharge of the child from hospital, I have
sometimes found on inquiry that a relapse has taken place, usually
about a week or a fortnight afterwards, when the patient has
returned to the usually less cleanly surroundings of his home.
This fact was impressed upon me in examining the records of
patients who had apparently given rise to attacks of scarlet fever
in others after discharge. In many of these alleged originating
cases there had been otorrhoea at some time during residence,
which was apparently cured, but which had returned later;
within three or four days of the onset of the recurrent otorrhcea
the second child became infected with true scarlet fever. In these
cases it seemed to me to be evident that the antrum as well as the
tympanum had been affected all along, and that the communica-
tion between the two cavities had been blocked, with the result

|fj$ that the tympanum dried up, while the disease in the mastoid
region progressed. Later on, with an increase of the amount of

f pus in the antrum, the obstruction broke down, and discharge of
I nfective matter again took place externally. Of the correctness
I of this view I obtained recently some slight confirmation when I

opened the mastoid antrum and cells in two patients for the cure
of an intermittent otorrhoea which had ceased for a fortnight in
each case. I found quite extensive disease in the antrum and
cells, with blocking of the aditus by firm granulation tissue. I
believe that this conception of the pathology of scarlatinal otitis
is not new to otologists, though I fear that its importance is hardly
yet understood in isolation hospitals.

What, then, should be the treatment of the early otitis ? Can
we cure it completely in the fever hospital ? To a certain extent,

1 Since this was written I have made post-mortem examinations on two almost
precisely similar cases.—A. K. G.
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I think, it may be prevented. There are two obvious predisposing
causes—post-nasal obstruction, with or without tonsillar hyper-
trophy, and the custom of treating the throat in the acute stage
with a syringe that cannot be, and hands that seldom are, sterilised.
Of these causes the treatment is sufficiently obvious. Adenoid
vegetations should be removed as early as possible, and I per-
sonally operate in the acute stage of the faucial affection if they
are causing any retention of secretion in the naso-pharynx, and
otherwise a week to a fortnight after the temperature has fallen to
normal. For the treatment of the throats, the douche is sub-
stituted for the rubber or glass syringe, and the hands of the nurse
are encased in rubber gloves. It is also advisable to render the
mouth as aseptic as possible from the commencement, and for this
reason carious teeth should be extracted in the acute stage of the
disease.

When otitis has occurred, however, if the perforation is a small
one it may be enlarged with advantage, or a larger one made
lower down. It is scarcely ever possible to incise the membrane
before perforation has taken place, on account of the absence of
preliminary pain. At one time I attempted to apply various intra-
tywpanie measures for the cure of the otorrhoea, such as intra-
tympanic douching—especially towards the attic—curetting of the
granulations, swabbing the cavity with various antiseptics,' infla- j , :

tion of the Eustachian tube, and even removal of the ossicles, with iii
thorough curetting through the meatus. But I was disappointed jj
to find that these procedures, which had appeared to me to be so 1!
successful in an Ear Department (I am speaking of ten years ago), j |
had very little effect on the cure of the otorrhoea in scarlatinal ' jj
cases. ,, .,

Then I took to simply opening the mastoid antrum in order to
secure better drainage, and though carious bone was often found '
and removed, yet the progress was subsequently unsatisfactory : | !

healing took a very long time, and frequently the operation was a . |i
failure as regards cure of the discharge. Then, too, the results as
regards hearing were not at all good.

Accordingly some six months ago I commenced to perform the
radical mastoid operation, removing the incus and malleus, and
leaving a smooth cavity in the orthodox manner, in cases that had
resisted treatment intra-tympanically for from two to five months. - | |
I have, so far, operated on eighteen ears in this way, and the |
results, both as regards cessation of the discharge, and the sub-
sequent hearing, have been, I think, very good. In sixteen there
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has been complete cure, in one the operation was an absolute
failure, and there has been one death. The complete failure
occurred in a child, aged fifteen months, in whom I found the bone
very soft, and there was the most extensive necrosis I have ever seen.
I was unable to get it all away, as the infant took the anaesthetic
badly and the operation was a long one. Some weeks afterwards
a large sequestrum came away from the labyrinth, and the infant
still has an otorrhcea. The case that died, did well until the tenth
day, when symptoms of meningitis developed, the sinus, the pos-
terior and middle fossaa, the cerebellum, and the teniporo-sphenoidal
lobe were explored with a negative result. At the post mortem
there was a patch of thick lymph, with surrounding pus on the
under surface of the cerebellum and pons. No anatomical reason
could be found for the infection, and I conclude that this must
have been a lymphatic extension due to stirring up and insufficient
removal of infective matter in the region of the lateral sinus at the
original operation.

I know well that a series of as few as twenty cases proves
nothing; and I am not, therefore, in a position to do more than
suggest that the complete radical operation may ultimately turn
out to be the best method of treating these scarlatinal otorrhceas
when they resist simpler measures, and that it should be performed
at an earlier period of the illness than formerly—that is to say, in
hospital practice, before the patient is discharged from the isolation
hospital. I have, at all events, come to the conclusion that it is our
duty both to the individual and the State not to let the children go
with uncured otorrhoeas ; even when we think we have cured them
we may be deceived unless we take care that there is no infective
matter left in the temporal bone. Can we do this by any intra-
tympanic method whatsoever ?

How is this necessary otological work to be done 'i A very good
suggestion was made two years ago by Dr. Milligan, that all
residents at a fever hospital should have previously received some
training in throat and ear work at a recognised clinique. This is
excellent, as far as it goes, and speaking from my own experience,
I can testify to the advantage that the possession of this knowledge
by my own colleagues has been to the patients. But it does not go
far enough. Even if the staff are competent, they have not at all
seasons the time to deal adequately with otorrhcea. There are
other problems in a fever hospital besides the treatment of ears,
and, especially in times of epidemic pressure, these force themselves
on one's attention, and often entail periods of continuous hard
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work. Moreover, in a hospital devoted entirely to acute diseases,
there are emergencies to be dealt with that will not wait.

Personally, I think it almost imperative that a consulting
otologist should be appointed to every isolation hospital where
scarlet fever is treated, who would work with the medical super-
intendent. The old idea that operations are unsafe in a fever
hospital, though it dies hard, is vanishing in the light of the localis-
ing of infection there as elsewhere, to dirty hands and methods.
Failures are no longer put down to aerial infection or obscure influ-
ences, and it is the duty of the State to cure as well as isolate the
patients under its care.

These appointments, however, will not be made unless and
until the general public treat an ear discharge as they would an
hernia, as a source of danger, and be anxious to have it cured. And
1 can think of no better method of bringing forward such an idea
than submitting it to the impassionate discussion and skilful criti-
cism of such a Society as this.

THE LINES OF TREATMENT IN PREVENTING ACUTE ,s
MIDDLE-EAR SUPPURATION FROM BECOMING CHRONIC.1 |

By W. MILLIGAN, M.D., C.M.ABERD., i
Lecturer on Diseases of the Ear, the University of Manchester; Surgeon to ;

the Manchester Ear Hospital; Aural Surgeon, Royal Infirmary, Manchester. #

Mr. PRESIDENT AND GENTLEMEN,—Allow me in the first place, sir, to f
thank you and your Committee of Management for the honour you I
have done me in asking me to act as one of the openers of the !:
discussion upon " The Lines of Treatment in Preventing Acute ;
Middle-Ear Suppuration from becoming Chronic." If justification ; J
is required for the selection of this particular subject for discussion
ii glance at any of the principal Otological clinics of the country
will, I think, afford an ample answer. Why is it that we meet :
with so many chronic cases of septic middle-ear disease in the ;
course of practice ? Is it that the virulence of the initial infective i
process is such as to baffle all attempts to arrest the disease, or is < »
it that the methods of treatment usually adopted in its early stages jj
are inadequate ? Undoubtedly cases occur, more especially during *"

1 Communicated to the Section of Laryngology and Otology at the Annual
fleeting of the British Medical Association, held at Leicester, July, 1905.

'Ji't

II


